As healthcare insurance costs rise and funding is cut on both the state and national levels, the proportion of under-and non-insured patients in the US continues to grow. Emergency departments (EDs) serve as a vital safety net for this population, and monitoring ED patient visits provides a means to evaluate this existing medical care safety net. 1,2 The inability of the healthcare system to provide primary care is magnified in EDs nationwide as the acute care setting has begun to substitute for access to primary physician care. In the short-term, this overuse of ED care results in overcrowding and complicates the delivery and timeliness of truly emergent healthcare. The longterm effects stem from the lack of a comprehensive plan for longitudinal healthcare. These patients present to the ED with exacerbations of chronic diseases best managed with outpatient follow-up. On a small scale, this national crisis in healthcare is manifested at the University of Chicago Hospitals Emergency Department (UCH-ED). At this facility, more than 25% of ED patients lack a primary medical caregiver, approximately 36% of
the ED visits are classified as non-urgent, and ED overcrowding contributes to >4,500 patients annually who leave the hospital without being seen by a physician. To address the overlying need for primary medical care, the UCH-ED initiated the Southside Medical Homes Project to connect patients with community-based, primary care providers.
Community Served
The community served by this project is that surrounding the University of Chicago Hospitals. For context, these 14 neighborhoods have the highest "ambulatory care sensitive condition" hospitalization rates in Chicago, and 60% of these "medically needy" patients lack ongoing communitybased care. 3 Combined, these factors result in frequent utilization of acute healthcare resources in the ED with subsequent hospital admission. Hospitalization rates in these areas for alcohol abuse/dependence, bronchitis/asthma, and diabetes, for example, are three to four times higher than for the rest of metropolitan Chicago. 3 Emergency department-based studies designed to better characterize these healthcare utilization patterns found that >25% of adult patients visiting the ED had no primary medical caregiver, and >60% of those with Medicaid insurance were unaware of community-based alternative sources for care.
The Southside Medical Homes (SMH) Network began in 2004 as a collaborative organization linking the ED with 18 community-based healthcare providers. Funded by a Bureau of Primary Care/Health Resources and Services Administration (HRSA) Healthy Communities Access grant, the SMH Network developed and tested mechanisms for connecting UCH-ED patients with primary care providers. In summary, the goals of this partnership were: (1) to build a sustainable safety net system that links ED patients who lack a "medical home" to community-based primary care; (2) to enhance linkages to community dental, mental health, substance abuse, and other social services; and (3) to strengthen and improve this partnership through continued self-assessment and patient feedback.
The process of linking ED patients with community "medical homes" begins at the time of initial triage in the ED, when eligible patients are identified as lacking a medical home. This identification prompts the ED electronic tracking system to flag the patients, who subsequently are visited by the emergency department's patient advocates (navigators). The concept of patient navigators to assist in accessing and charting a course of care through the healthcare system was established first in cancer treatment centers. Applying this idea to the ED and establishing continuing healthcare is the concept behind SMH. Recruited from the community and trained in the UCH-ED, these navigators actively engage in the care of patients within their neighborhoods. Six navigators currently work within the UCH-ED system providing coverage for 130 hours per week. Their work is complemented by an ED-based social work support staff that is available 90 hours per week.
The initial patient encounter with the navigator consists of a public health needs screening that includes: (1) an inventory of patient medical problems needing primary care (hypertension, diabetes, etc.); (2) mental health history; (3) substance abuse; and (4) current living situation. Additionally, based on the patient's presenting chief complaint (duration of symptoms and acuity), the navigator initiates a discussion emphasizing the difference between the acute healthcare needs addressed in the ED and preventive healthcare provided by a primary physician. Then the patients are offered primary care referral within an 18-clinic system based on individual needs and neighborhood location. Appointment scheduling can be made during this initial visit or by a follow-up telephone call, and pertinent ED medical data are faxed to the outlying clinic sites for continuity of care. This interaction occurs either while the patient is awaiting medical care or prior to discharge from the ED.
In addition to the direct referral role of the patient navigators, on-site ED social work support provides a variety of resources to improve patient care. These services include: (1) a brief, motivational interview addressing psychosocial needs, substance abuse counseling, and family support networks; (2) outpatient home healthcare; and (3) direct nursing home placement. Due to their level of training and fluency with available community resources, the social workers are able to address unique patient situations either in response to physician and nursing staff requests, or independently. This is complementary to the role of the navigator, who performs a general screening survey of all ED patients, frequently identifying those who would benefit from social work attention. Working with a multidisciplinary group, the social work staff continues to develop initiatives in support of shared goals (i.e., linking patients to community resources, expanding the referral network, and alleviating ED overcrowding). Much of this work is accomplished through a database of recording their encounters and a social work website accessible to the ED staff 24 hours per day that catalogs available community resources.
Results
Evaluation of the SMH program during its first 18 months in the UCH-ED (from 17 January 2005 through 01 July 2006) indicated that: (1) navigators approached 16,685 patients; (2) 9,584 patients (58%) reported that they did not have a primary care physician; and (3) 7,185 patients accepted referral services (75% of eligible patients). Of those who accepted referral services, 4,121 (43%) had appointments scheduled with a SMH provider, and 1,298 patients (14%) attended their first appointment. Additional data indicate that the ED social workers provided a total of 6,240 services including 120 brief, motivational interviews and the prevention of 56 social admissions. Recorded social work assessments, treatment, services, and referrals indicate that the most frequent resources utilized include: (1) substance abuse; (2) mental health; and (3) patient education. Follow-up data (01 July 2006 through 01 July 2007) of the same number of navigators and social work staffing hours indicate that an average of approximately 950 patients were interviewed each month and that 80% of these patients accepted referral services after their ED visit.
In continuing to evaluate the efficacy of SMH in establishing "true medical homes" for some patients, the post-visit Southside Medical Homes Network Similarly, social workers in the ED have expanded their service domain in order to provide a broader spectrum of services that aggressively address psychosocial co-morbidity. These include:
1. Improving the quality of its community referral network for substance abuse services, psychiatric outpatient/day programs and other community human service agencies through better working relationships and an accurate, sustainable catalog of these agencies; 2. Expanding its referral network of nursing homes, durable medical equipment vendors, and home nursing and physician agencies in order to make rapid referrals directly from the ED, thus, reducing unnecessary social admissions; 3. Implementing brief clinical modalities that show the treatment effect for a variety of behavioral contributions to patient acuity, such as medical non-compliance, psychiatric co-morbidity and substance abuse; and 4. Improving the quality of multi-disciplinary collaboration and increasing the number of referrals to social services, the ED's "whiteboard" system. In the past, referrals for social work services were limited due to a clinical culture that did not understand the preventative value of the behavioral interventions that social work could provide.
Conclusions
The SMH referral system is a novel approach to a national problem that affects both patients and medical providers. This 18-month review of the system has shown a vast amount of potential, but there is much work still to be done. Although the program has not yet produced the benefit of reducing the load of primary care visits in the ED, connections have been made with a large portion of patients who lack primary health care, community resources have been shared, and an emphasis on preventive health care has been established. Future goals for the program include expansion of both the navigator and social work roles in the ED. Program-wide focus points include the aggressive recruitment of program-eligible patients in the ED, expanding community service knowledge, improving electronic communications to facilitate patient care, and improving mechanisms that keep ensuring patient followup at scheduled appointments. With continued effort and commitment to the patients, the overall health of our Southside community should be augmented, access and patient care in both the ED and neighborhood medical homes should be improved, and provide a successful model for improved health care of the low income or uninsured patient should be provided.
chart review data are positive. Throughout the existence of SMH, 39% of the patients who kept their initial primary care medical appointment have returned to that clinic two or more times. Of this same patient population, 35% have received social service support, primarily through enrollment in the Medicaid. Impressively, following the initiation of the SMH project, no increase in frequent visitor presentations (defined as ≥3 ED visits during 12 months) occurred, whereas in the year prior to initiation (2004) (2005) , they increased by 26%. Overall, these data support the value of the medical homes initiative for providing preventive care, addressing psychosocial needs, and improving utilization of acute healthcare resources.
Discussion
Goals for the future of this network focus on eclectic collaboration, i.e., including additional interested providers (both primary care and specialty clinicians), greater use of available community-based resources, and emphasizing entire family care at all medical homes. The failure of 62% of referred patients to keep initial follow-up appointments, the greatest barrier noted by both the navigators and social workers is the community mentality regarding point-ofaccess for medical care. This broad topic is dealt with on an individual basis during the navigator screening and followed by similar education within the community clinics. Additional problems and barriers include: (1) a lack of transportation to community appointments, (2) a lack of home telephones for reminders about scheduled appointments, and (3) poor patient understanding of the longterm complications of disease processes (asthma, diabetes, etc.). Specific steps for accomplishing future goals and overcoming the barriers noted previously include expansion of both the navigator and social work roles. Areas being explored for the navigators include: 1. Focus on frequent user/chronic disease populations such as patients with sickle cell disease for whom advocates can expedite direct referral to a multidisciplinary clinic and improve ED-based care and patient satisfaction; 2. Formal advocate training on "ambulatory care sensitive conditions," specifically asthma and diabetes, to inform patients of the specific benefits that a medical home can provide for preventive wellness and psychosocial needs; and 3. Improving advocate, and secondarily, patient knowledge of the community resources available; e.g., health education sites, vocational programs, advocacy agencies, support groups, and hospital transportation resources.
